Rapid efficacy of the eye movement desensitization and reprocessing in treatment of persistent complex bereavement disorder: report of two cases Grief occurs following the loss of a beloved one and it is a normal experience. However, prolonged 
INTRODUCTION

G
rief is a normal process that is expected to be experienced after a loss of an object. This process may become very stressful for individuals and it may present in the form of intense longing for the lost person. Person in grief may also deal with the memories of lost person constantly and behave as if he/she is still alive. Situations such as not being able to cope with the absence of the deceased person and seeing the lost person in dreams constantly may also be seen. As time passes over the loss, it is expected that these symptoms will resolve gradually. Studies have found that in 6.7% of individuals who had a loss, the grief lasts longer than one year (1) . If the grief lasts at least one year, and causes functional impairments, Persistent Complex Bereavement Disorder (PCBD), in other words, pathological grief, can be diagnosed (2) . PCBD may be characterized by symptoms of separation-related distress such as: intensive yearning, a lack of acceptance of the situation, anger over the loss, a sense of guilt, attempts to keep the memories alive, subsequently detaching from daily life, and overall impairment in the person's daily functioning (3) .
The concept of PCBD has recently begun to take place among diagnostic and evaluation criteria. In DSM-5, PCBD is listed among the differential diagnoses in major depressive episode. It was described in "Conditions Needing Further Study" section, and in Trauma and Stressor-Related Disorder category (2) .
Traumatic grief is associated with symptoms and reactions that occur after a sudden and violent death of a loved one. Traumatic grief affects the natural grief process by the fact that loss is unexpected and horrific (4) . Studies indicate the importance of the development of mental disorders or somatic symptoms after the loss, such as Post Traumatic Stress Disorder (PTSD), Major Depression, Panic Disorder, Pervasive Anxiety Disorder (2) . Patients with PTSD and the patients in grief are similar in context. The core indicators of traumatic grief are separation anxiety and traumatic stress symptoms (5) .
The eye movement desensitization and reprocessing (EMDR) works by activating the left and right hemispheres of the brain through bidirectional eye stimuli and processing unsolved and unaccessible traumatic experience. EMDR is a treatment modality aimed at modifying negative emotions, cognition and somatic sensations related to the event. It was developed by Francine Shapiro in 1987 for the treatment of PTSD (6) . It is being used more and more frequently as a different psychotherapy method (7) .
EMDR is currently used in the treatment of many trauma-related mental disorders besides PTSD (8) . There are case studies with successful EMDR treatment in patients with non-PTSD psychiatric disorders in our country. Semiz et al. (9) have applied 6-8 sessions of EMDR to three female patients diagnosed with Major Depression, and found that the patients showed a significant decrease in symptoms of depression and anxiety. After treatment of flight phobia with 3 sessions of EMDR, Lapsekili and Yelboga (10) reported that EMDR therapy could be considered as a treatment method for phobic anxiety even if it is not caused by traumatic experience. EMDR has been employed in PCBD and traumatic grief, and considered as an effective treatment modality in these disorders (11, 12) . Cognitive Behavioral Therapy (CBT) and Interpersonal Relationship Therapy (IRT) and the 16-session "Complicated Grief Treatment (CGT)" methods are also used for similar disorders (13) .
EMDR speeds up the reprocessing of dysfunctional information by alleviating the cognitive blocks that occurs in pathological grief. It also facilitates the resolution of the grief process by helping to create a healthy insight and emotion (12) . In PCBD cases, the EMDR helps the individual to accept the loss by recalling the positive memories and thoughts associated with the lost person, and aims to help a natural healing process. In order to achieve these outcomes, all traumatic experiences must be defined first.
Procedure:
The trauma of the patients was determined; 60-90 minute sessions were held once a week. According to the EMDR protocol, for each traumatic memory, the following statements were determined and the treatment was applied.
Image: The image that comes to mind when the patient thinks about trauma.
Emotions: The emotions related with the image/ picture.
Negative cognition: When the patient focuses on the image, the negative cognition arising from the memory and associated with him/herself.
Positive cognition: At the end of the treatment, while the focus is still the traumatic moment, the positive, desired cognition that the patient wants to achieve.
The validity of Cognition (VoC):
The numerical value of positive cognitive validity on the picture of the traumatic moment, over a seven-point scale.
SUD (Subjective Unit of Disturbance):
When the patient is focused on the traumatic moment, the numerical value on a scale of ten points of subjective feeling of the discomfort of the moment.
Bodily sensation: The location subjective discomfort in the patient's body, when he/she focuses on the designated image (11).
Clinician Administered PTSD Scale (CAPS):
A scale that includes the diagnostic criteria for PTSD and assesses the severity of PTSD (14) . The content was taken from the DSM IV criteria. The score range is between 0 and 136. Turkish validity and reliability evaluation was done by Aker et al. (15) in 1999.
The Beck Anxiety Inventory (BAI):
It was developed by Beck et al., 1988 (16) . The Turkish validity and reliability were evaluated by Ulusoy et al., 1998 (17) .
Beck Depression Inventory (BDI):
A scale that assesses the level of depressive symptoms and the change in severity of depression (18) . The validity and reliability studies for Turkey were carried out by Hisli (19).
The following two cases with PCBD, it was aimed to emphasize the positive effect obtained with EMDR in a short period of time (a few sessions).
CASE 1
A 22 years old, female patient, admitted to psychiatry outpatient clinic with somatic complaints such as nausea/vomiting, stomach spasms and anorexia related with anxiety complaints such as insomnia, difficulty in falling asleep, extreme stress, excitement and anxiety. She was referred to our clinic for therapy. Her complaints started at summer vacation after her exams were over, and they were continuing for three months. During the pre-session interview, she stated that she lost her sister in an accident when she was 12 years old.
Although it was 10 years after a traffic accident, it was learned that the patient went to her sister's grave only a couple of times and tried to avoid to visit her grave. Taking into consideration that she experienced a lost of a close family member and had symptoms, such as prolonged longing, intense sorrow and pain against death, being busy with the conditions of death, difficulty in remembering positive memories about the deceased, cognitive distortions related to death, avoiding things that remind her loss and feeling of loneliness, more than 12 months, we considered the patient to be PCBD. Since she was expressing intense emotions while talking about her sister, and mentioned that she could not visit her grave and stated stated that 'her sister died on her lap while vomiting', it was considered that her grief process and traumatic experience related to the accident were unsolved, and her symptoms may have been associated with these experiences. In differential diagnosis; positive aspects of the relationship, longing for missed, and distress and struggle related with the separation enabled us to move away from PTSD diagnosis in our patient. The scale scores were: BDI: 17, BAI: 13, CAPS: 70, and Peritraumatic Dissociation Scale (TSS): 38 points.
The patient was diagnosed with PCBD, traumatic grief, according to DSM-5. EMDR therapy was suggested as a rapid and effective therapy alternative in grief and trauma treatment. Informed consent was obtained from the patient.
During the first EMDR session, memory of the traumatic traffic accident was studied. According to the story; the family had to stop on the cross way on their way to home from a family visit because of a blow-out tire. Meanwhile, the patient and her father went out of the car; and another car hit their vehicle, when her mother and 8 years old sister were in it. The mother shot out of the car that overturns three times, but the sister stuck in the car. People who saw the accident took the patient's sister out of the damaged car and brought her to the patient's knee. The sister, who seemed normal in appearence, started to vomit while lying on the patient's knee. She died in the ambulance on the way to hospital. At that time; our patient was in another ambulance with her mother who was hospitalized for 3 months after the accident. She found out about her sister's death when she came home from the hospital.
During interviews, the patient stated that she felt guilty because she did not rescue her. The moment of "her sister vomiting in her lap" was chosen, as the image. Her thought stated as "I wish I had not allowed them to take her out before the ambulance arrived" selected as negative cognition. EMDR method was used.
Instead of this negative cognition, "I have done what I had to do, I have done what needs to be done" was chosen as positive cognition. The SUD value was set at "10". "Fear, anxiety, helplessness and guilt" were studied as emotions. Stomach spasms, leg jerks and headache were detected in the body evaluation. Pain in the stomach area was defined as the body sensation. Positive cognitive belief value was 4 at the beginning of the VOC session and 7 points at the end of the session.
Two sessions of EMDR therapy were performed for the traumatic memory of the patient. When asked how she felt after the first EMDR experience, she stated that there was no vomiting that she had had twice a week, the pain in the stomach area disappeared, her avoidance related with anxiety was decreased, her appetite increased, and she gained weight. The patient reported that she was talking to people about her deceased sister, and she was considering to visit her grave. At the first month of the study, the scores of scales were as follow: BDI: 12, BAI: 13 and CAPS: 32 points. Her vomiting and stomach aches disappeared.
Despite the fact that two sessions of EMDR were performed, in the follow-up interview at the second month, the patient's scale scores improved significantly (BDI: 6, BAI: 6, CAPS: 25 points) ( Table 1 ). The SUD score was "0". In addition, her abstinence, anxiety, and somatic complaints disappeared and she was able to carry out her daily life more functionally.
CASE 2
The case; 45 years old, female, mother of two children, admitted to the clinic with a preliminary diagnosis of depressive adjustment disorder. It was found that her complaints began with the loss of her mother one and a half years ago. She had admitted to a psychiatry service with a feeling of guilt, tenderness and anxiety after her mother's death. She was blaming herself for her mother's death, because she encouraged her to have surgery. Her thought content was dominated by the thought of "I should not be happy".
She moved to another city, by the belief of a change would be helpful. She said that this change led problems with her husband and she blamed herself because of this. She also described herself as a bad daughter.
For her mother's surgery, she organized everything to the finest detail, and her mother came out healthy from surgery. When she entrusted her mother to another family member, the mother lost her life after suffering a heart attack. The patient started to experience major problems in her work and family life due to the disrupted adaptation with her mother's death. The patient was considered to have the diagnosis of PCBD, traumatic grief; according to DSM-5, because of the symptoms caused by the death of a close relative, the intense longing that lasts for more than 12 months after death, intense sadness and emotional pain towards death, being busy with the dead, being busy with death conditions, difficulty in accepting death, anger towards the loss, self-blame for death, avoiding things that remind the loss (eg. moving the house), distrust to anyone since the moment of death, loneliness and finding life meaningless (2) .
Her outcomes from the clinical scales were as Because of breastfeeding, the dose of the regimen could not be increased, and it was decided to treat her with psychotherapy. EMDR therapy was suggested to the patient. Informed consent was obtained. "The moment she saw her mother in the coffin" was chosen as the image. Negative cognition was "I am guilty". "I can be happy" was positive cognition. The SUD score was 7. One session of EMDR therapy was applied. During follow-up interviews one week and two months after the initial session, the patient stated that she did not blame herself and felt better compared to the past. The SUD score was 2. There was a significant decrease on clinical scale scores after two months (BDI: 0, BAI: 4, CAPS: 23 points) ( Table 2 ). The patient's quality of life and social relations improved, and she was able to visit her mother's grave. She continues follow-up in outpatient clinic.
DISCUSSION
As the psychiatric treatment, EMDR therapy was applied to Case-1 for two sessions and Case-2 for a single session. During the follow-up visits, the patients expressed that their traumatic experiences and prolonged grief processes, which they described as disturbing and anxiougen before the treatment, were not felt as disturbing as before. They were less worried, and had less physical complaints. They expressed that their evasions related to their lost, like not wanting to visit grave, were diminished. They had more positive memories and positive dreams about their lost. They stated increase in their functionality and alleviation of their complaints in a short time.
A difference was observed when the scores of clinical scales before and after therapy were compared. The CBT is widely used in the treatment of PCBD, but with the standard protocol, after an average of 20 sessions in approximately six months, the response can be obtained (20) .
Guided Mourning (GM) therapy is another treatment option used in the treatment of PCBD. The protocol of GM treatment is quite similar to the Exposed Exposure Therapy. In his study, Sprang (12) observed the effects of GM and EMDR treatments on patients diagnosed with PCBD. In this study, it has been shown that EMDR therapy is more effective than GM treatment and greatly reduces the severity of PTSD symptoms. Furthermore, while the average time for GM treatment is approximately twenty sessions similar to the CBT, the time to achieve positive results with EMDR treatment is much shorter (12) .
In order to better recognize complex mourning and traumatic mourning cases and direct them to rapid and effective treatments, these cases should be investigated by further research. To have wider samples in future studies will increase both the generalizability and the validity-reliability of the study.
With the short-term application of EMDR therapy, functionality in patient with PCBD can be greatly improved. In addition, it has been observed that EMDR therapy is beneficial in reducing the anxiety symptoms, interpersonal problems, physical complaints, and in improving mood. The fact that the EMDR provides a large-scale improvement on the PCBD symptoms in a short period of time, it may be considered as an alternative to the CBT, the Fractured Exposure Therapy, and the GM. It should be kept in mind that, it can be used in patients who can not take medication or it can be used in addition to medication. 
